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ABSTRACT
The purpose of this study was to examine the effectiveness of a 
parent training program, “FACTS," by: (1) increasing the parents' 
perceived ability to participate in the special education process of 
their child as an active participant, and (2) lowering the level of stress 
experienced as they interact with the educational system of their 
children.
This study involved an experimental group consisting of 26 
parents who received the parent training program and a control group 
consisting of 24 parents who did not receive the parent training 
program. Both groups completed pre- and post-test measures. The 
instruments used for this measure included the Parent Coping 
Inventory and the Multiple Affect Adjective Checklist Revised (MAACL- 
R).
An analysis of covariance was completed between the 
experimental and control groups, adjusting for pre-test differences 
and looking at post-test adjusted differences. An analysis of covariance 
was also performed between the experimental and control groups, 
adjusting for pre-test differences and looking at post-test adjusted 
differences for each of the seven dimensions of the MAACL-R. Finally, 
a polynomial trend analysis was performed on those same seven 
dimensions of the MAACL-R. This analysis was designed to determine 
if any trends existed among the four measure points within the 
experimental group.
ix
The parents in the experimental group of this study acquired 
knowledge and skills as they related to the special education process 
of their handicapped children. The acquired knowledge and skills as 
indicated on Factor I of the Parent Coping Inventory revealed an 
increase in their perceived ability to participate in the special 
education process indicated by Factor II on the Parent Coping 
Inventory.
The parents also revealed on the MAACL-R that with acquired 
knowledge and skills they decreased their feelings of Anxiety and 
Dysphoria, while increasing feelings of Sensation Seeking and Positive 
Affect and Sensation Seeking (PASS). Accordingly, the experimental 
group revealed a greater sense of self-confidence, competency and 
control over anticipated situations.
In summary, the basic hypothesis is that preparatory knowledge 
and skills gained through "FACTS" lowered parental stress and 
contributed to a sense of participation.
x
CHAPTER I
INTRODUCTION
Problem
With the passage in 1975 of Public Law 94-142. the Education 
for All Handicapped Children Act. a parent participation component of 
special education was mandated for the public schools. Public Law 94- 
142 states that parents of handicapped children should assume the 
role of active, equal participants in the special education process. In 
passing this law Congress reasoned that parents were the best 
protectors of their children's rights and should, therefore, be given 
every opportunity to take a major “decision-making” role in the 
educational process.
Specifically. Section 300.345 of Public Law 94-142 says:
(a) Each public agency shall take steps to insure that one 
or both of the parents of the handicapped child are 
present at each meeting or are afforded the opportunity to 
participate, including
(1) notifying parents of the meeting early enough to 
Insure that they will have an opportunity to attend.
(2) and scheduling the meeting at a mutually agreed 
on time and place.
(b) The notice under paragraph (a)(b) of this section must 
indicate the purpose, time, and location of the meeting, 
and who will be in attendance.
(c) If neither parent can attend, the public agency shall 
use other methods to Insure parent participation. 
Including Individual or conference telephone calls.
(d) A meeting may be conducted without a parent in 
attendance if the public agency is unable to convince the 
parents that they should attend. In this case (he public 
agency must have a record of Its attempts to arrange a 
mutually agreed on time and place.
(e) The public agency shall take whatever action is 
necessary to insure that the parent understands the 
proceedings at a meeting. Including arranging for an 
interpreter for parents who are deaf or whose native 
language is other than English.
(Ij The public agency shall give the parent, on request, a
1copy of the individualized educational program.
The United States Department of Education further verified 
congressional intent for parental participation in its interpretation of 
the law. They responded to the question “What is the role of the 
parent in the Individual Educational Program (IEP) meeting?” as 
follows:
The parents of a handicapped child are expected to be 
equal participants, along with school personnel, in 
developing, reviewing, and revising the child’s 1EP. This 
is an active role in which the parents: (1) participate in 
discussions about the child’s need for special education 
and related services, and (2) join with other participants 
in deciding what services the agency will provide to the 
child (Federal Register. 1981. p. 5468).
Contrary to the intent of the law. however, surveys and
observational analyses document that most parents are not active.
equal participants in the special education process (Lynch and Stein.
1982; Maxman. 1983; Salett and Henderson. 1980; Souffer, 1982;
Turnbull. Turnbull, and Wheat. 1982; Yoshlda. Fenton. Kaufman, and
Maxwell. 1978). One study, using observational methodology, found
that parent participation accounted for less than 25% of total
contributions at IEP meetings (Goldstein. 1980).
Numerous attempts have been made to Increase parental
participation In the special education process. Informational
meetings, designed to apprise parents of their legal rights, have been
held nationwide. Printed material has been distributed containing
information relevant to the special education process. Neither of
these methods, however, has proven effective. Salett and Henderson
(1980) reported that 65% of the 2500 parents they surveyed were not
adequately informed of the special education process.
3There are a number of obstacles that might explain the 
discrepancy between educators’ hopes for parent participation and the 
actual reality of parent participation. One such obstacle would be the 
time constraint. It takes additional time to involve parents in the 
planning process, and time is a precious commodity.
Attitudinal obstacles also exist. Gilliam and Coleman (1981) 
documented that school staff ranked parental contributions less 
important than their own. This strongly implies that not all 
professionals value parent participation.
In one attempt at increasing parent participation, parents were 
provided with advocates. This was deemed ineffective because it 
reinforced the assumption that parents were not capable of 
participating in the special education process (Brinckerhoff and 
Vincent, 1984).
Educational obstacles exist as well. There is a lack of knowledge 
and understanding on the part of both educators and parents as to 
exactly what constitutes parental rights. There is also confusion and 
uncertainty as to how parents might meaningfully participate.
Finally, parents of handicapped children are under a great deal 
of stress, due. not coincidentally, to the presence of the handicapping 
condition and the special problems it presents. Coupled with the fact 
that it is stressful to participate in something with which you are 
unfamiliar, i.e., the special education process, it becomes easier to 
understand why these parents hesitate to participate.
If parents of handicapped children are to become active 
participants in the special education process, it’s obvious they must be 
targeted for training. This training should use an approach that
4recognizes parents are the most natural, committed advocates for 
their children and that they have important nonschool information 
and strategies to contribute to school staff.
Purpose of the Study
The purpose of this study was to examine the effectiveness of 
"FACTS," parent training program developed by the author. The 
primary goal of this program was to enhance parents’ perceived ability 
to participate in the special education process. Another goal was to 
reduce parental stress in situations in which they were required to 
interact with special education professionals.
The training program consisted of instilling an awareness of the 
special education process and knowledge about how it works. More 
important, however, was the parents’ acquisition of the necessary 
skills and application of these skills to realistic situations.
Study participants included an experimental group that received 
the training program, and a control group that did not. Both groups 
were tested prior to the program's inception and then again 
immediately after the program. In addition, the experimental group 
was tested at the end of each training segment.
The Instruments used in the testing included the Parent Coping 
Inventory and the Multiple Affect Adjective Checklist-Revised (MAACL- 
R). Only the MAACL-R was used on the experimental group at the end 
of each training segment. The results of the tests were analyzed 
statistically with comparisons between the two groups.
Hypotheses
This study seeks to investigate the effects of parent training on
the parents’ perceived ability to participate in the special education
5process. Further, the impact of the program on the reduction of 
parental stress levels will be explored. The following specific 
hypotheses, in null form, will be tested during the study:
Null Hypothesis 1. There will be no significant difference 
between the experimental group and the control group on the Parent 
Coping Inventory.
Null Hypothesis 2. There will be no significant difference 
between the experimental group and the control group on the Anxiety 
dimension of the MAACL-R.
Null Hypothesis 3. There will be no significant difference 
between the experimental group and the cont. ol group on the 
Depression dimension of the MAACL-R.
Null Hypothesis 4. There will be no significant difference 
between the experimental group and the control group on the 
Hostility dimension of the MAACL-R.
Null Hypothesis 5. There will be no significant difference 
between the experimental group and the control group on the Positive 
Affect dimension of the MAACL-R.
Null Hypothesis 6. There will be no significant difference 
between the experimental group and the control group on the 
Sensation Seeking dimension of the MAACL-R.
Null Hypothesis 7. There will be no significant difference 
between the experimental group and the control group on the 
Dysphoria dimension of the MAACL-R.
Null Hypothesis 8. There will be no significant difference 
between the experimental group and the control group on the Pass 
dimension of the MAACL-R.
6Null Hypothesis 9. There will be no trend effect with regard to 
the Anxiety dimension of the MAACL-R.
Null Hypothesis 10. There will be no trend effect with regard to 
the Depression dimension of the MAACL-R.
Null Hypothesis 11. There will be no trend effect with regard to 
the Hostility dimension of the MAACL-R.
Null Hypothesis 12. There will be no trend effect with regard to 
the Positive Affect dimension of the MAACL-R.
Null Hypothesis 13. There will be no trend effect with regard to 
the Sensation Seeking dimension of the MAACL-R.
Null Hypothesis 14. There will be no trend effect with regard to 
the Dysphoria dimension of the Multiple Affect Adjective Checklist-R.
Null Hypothesis 15. There will be no trend effect with regard to 
the Pass dimension of the MAACL-R.
Delimitations and Limitations
This study was conducted within the framework of the following 
delimitations and limitations of the problem under investigation:
1. This study was limited to a relatively small sample size of 50 
experimental subjects and 50 control subjects.
2. This study was limited to parents in two small, rural 
communities in North Dakota. The population of each was 
approximately 2500.
3. Subjects in both the experimental group and the control 
group were exclusively volunteers.
4. The subjects in this study were all parents whose 
handicapped children were receiving special education services.
5. The subjects in this study had been involved at varying levels
7in the special education process.
6. The handicapping conditions of the children whose parents 
participated in the study ranged from mild to severe.
7. The reliability and validity of this study were limited by the 
reliability of the MAACL-R and the Parent Coping Inventory.
Definitions of Terms
The following terms are defined as they specifically apply to this
study:
Special Education: This is the individually planned and systematically 
monitored arrangement of other interventions designed to help 
exceptional children achieve the greatest possible personal self- 
sufficiency and academic success.
Special Education Process: This is a set of legal steps and procedures 
carried out according to established rules and principles designed to 
protect an individual's constitutional and legal rights.
Public Law 94-142: The Education for All Handicapped Children Act 
(1975) was inspired by the belief that all handicapped children are 
capable of benefitting from an education. This law is important to 
parents since it includes them in their children’s education and in 
decisions which affect them. The more important provisions of the 
law state each child must receive a free appropriate public education, 
must be provided with an IEP or Individual Educational Plan, and 
should be educated within the least restrictive environment. 
Handicapped: The term “handicapped" includes any physical and 
social difficulty that happens as a result of a disability and interferes 
with normal development. The law defines “handicapped children" as 
those children evaluated as being mentally retarded, hard of hearing,
8deaf, speech impaired, visually handicapped, seriously emotionally 
disturbed, orthopedically impaired, other health impaired, blind 
multihandicapped, or as having specific learning disabilities who, 
because of these impairments, need special education services.
Stress: Stress is tension experienced when an event is perceived as 
harmful, threatening, or challenging to one's feelings of well-being. It 
may be experienced cognitively, emotionally, or physically. Usually 
there is some combination of all three elements. From this 
perspective, stress is viewed as an initial perception of an event and 
not the result of failed coping.
Coping: Coping is the process cf making adaptations to meet personal 
needs and to respond to the demands of the environment. In this 
process, personal resources are used to manage routines, demands, 
and challenges in order to maintain or enhance feelings of well-being. 
Stress Inoculation: Stress inoculation provides people with realistic 
experiences for the purposes of preparing them to cope with 
impending stressful situations. There are usually three phases of 
training in stress inoculation: the educational phase, the skills 
training phase, and the application phase. The specific operations 
conducted during the course of treatment vary depending on the 
population treated. That is, the content of the educational phase, the 
specific skills trained, and the nature of the skills application phase, 
are geared to the target population.
Individual Educational Program (IEP1: This written document is 
required by federal law in order to detail the year's plan for every 
handicapped child. It includes statements of present performance, 
annual goals, short-term instructional objectives, specific educational
9services needed, relevant dates, regular education program 
participation, and evaluation procedures. It must be signed by parents 
as well as educational personnel.
CHAPTER II
REVIEW OF RELATED LITERATURE
The review of literature for this study focused on the existing 
research that has been conducted on stress levels in parents of 
handicapped children and on stress inoculation techniques and 
procedures. The reason for this dual focus is that no studies were 
found that dealt specifically with the use of parent training programs 
to achieve stress reduction through preparatory information and skills 
training.
The studies in the first part of this review established the 
presence of stress in parents of handicapped children. These studies 
are cited to support the author's position that stress contributes to 
parents’ lack of participation in the special education process.
The studies on stress inoculation are included because they 
parallel the “FACTS” parent training program investigated in this 
study. The cognitive-behavioral approach to affecting changes in the 
way parents with handicapped children react to situations and interact 
with people is similar to that of counselors as they work with patients 
undergoing potentiallly threatening situations.
It is important to remember in reading this review that the 
author is not saying parent training programs do not exist. Rather, let 
it be understood that no research was found where the cognitive- 
behavioral approach to stress reduction was being used to increase 
parent participation in the special education process. As Turnbull and 
Summers (1985) pointed out, most parent training programs typically 
focus on teaching skills to, or managing the behavior of, the child.
Stress Levels
The study of stress has long been a s object of interest for 
researchers. Hill (1958) defined stress as a crisis-provoking event 
(such as the birth of a handicapped child) or situation (such as a child 
being placed in special education) for which the family has little or no 
preparation. Another definition, offered by Lazarus (1966), defines 
stress as tension experienced when an event is harmful, threatening, 
or challenging to one's feeling of well-being. Rabkin and Streuning 
(1976) referred to stress simply s the organism’s response to the 
stressor, consisting of patterns of physiological and psychological 
reactions that are both immediate and delayed.
The literature indicated levels of stress for parents increased 
with the arrival of an infan with mental, physical, or sensory 
impairments. It also increased for parents whose children made slow 
progress, had difficult temperaments, showed less responsiveness, 
displayed repetitive behavior patterns, or needed additional or unusual 
care-giving demands. Bristol (1979) found the age of the child to be a 
factor related to the level of parental stress. Often, the older the child 
became, the more difficulties he presented for the parent to handle.
Specific responses that appear to identify high levels of stress in 
parents of handicapped children have been documented. In a review 
of the literature by Price-Bonham and Addison (1978), there was 
evidence of increased divorce and suicide rates among parents of 
retarded children. The studies reported that it was the presence of a 
handicapped child that precipitated marital problems (Farber, 1959; 
Holrovd, 1974; Marcus, 1977: Tavormina and Kralj, 1975; Friedrich 
and Friedrich, 1981). Single parents reported higher stress levels
than two-parent families (Beckman, 1983: Beckman-Bell, 1981: 
Beckman, P.J., Polorni, J.L., Maza, E.A., and Blazer-Martin L. 1986; 
Blacher, Nihira, and Meyer, 1987, and Nihira, Meyers, and Mink. 
1980).
Parents also reported other emotional difficulties resulting from 
having a handicapped child. Some of these difficulties comprised 
feelings of isolation, depression, anger, guilt, and anxiety (Holroyd, 
1974; Marcus, 1977; Richman, 1977: Cummings, 1976; Cummings. 
Bayley, and Rie, 1976; Friedrich and Friedrich. 1981). in addition, a 
handicapped child's need for special equipment, special medical care, 
and special programs often puts a financial stress on parents (Richards 
and McIntosh, 1973; McAndrew. 1976; and Holroyd, 1974). Other 
researchers reported that the emotioned, social, educational, and 
economic demands made on families of handicapped children made 
them more vulnerable to stress (Lombana and Lombana, 1982; Dyson 
and Fewell, 1986: Holmes and Rahe, 1967; Farber, 1959; 
Fotheringham and Creal, 1974; Holroyd and McArthur, 1976; and 
Kazak and Marvin, 1984).
Parental and familial characteristics have also been shown to 
affect levels of stress in dealing with the handicapped child.
Rosenberg (1977) maintained that lack of education, limited income, 
long or unusual working hours, parental physical or mental illness, and 
limited intellectual abilities may all negatively influence the parent's 
abilities to care for a handicapped child.
An issue related to family structure was the number and age of 
the siblings. Farber (1959), Davis (1967), and Tew and Laurence 
(1973) claimed that siblings can be either supportive or stressful.
Farber suggested that older siblings may serve as a source of support 
because they can carry out some of the care-giving demands of the 
handicapped child. Further, younger siblings may require care, thus 
issuing demands which can lead to additional stress for the parent.
And siblings, however, young or old. that are having difficulties 
adjusting to the handicapped child may add stress to the family 
system.
Finally, parents of handicapped children spend a significant 
amount of time interacting with a variety of agencies and professionals. 
Though the intentions of these agencies are to be supportive in nature, 
interviews of parents by Turnbull and Summers, (1985) provided 
convincing evidence that, rather than being a source of support, 
parent-professional relationships are often a source of additional 
stress. Several studies suggested that the parent-professional 
interactions were not always positive (Bricklin. 1970; Dembo. 1969: 
Moos, 1976; Turnbull and Summers. 1985). It has been pointed out. 
however, by Turnbull and Summers, (1985), that parents perceived a 
positive relationship existed between themselves and educational 
professionals when the professionals listened to parental concerns 
provided needed Information, and assisted parents in coping with the 
service system.
Coping and the Cognitive-Behavioral Appioach
The severity of a stressful event is only minimally correlated 
with the presence of medical or psychological symptomatology in 
affected individuals. This phenomenon has resulted in substantial 
theorizing about a variety of mediators to stress (Friedrich. Wilturner, 
and Cohen, 1985).
Folkman, Schaffer, and Lazarus (1979) viewed the process of 
coping as an effort to manage environmental and internal demands 
and conflicts which tax or exceed a person's resources. Lazarus and 
Folkman (1984) outlined five broad categories of coping resources:
(1) utilitarian resources (e.g.. socioeconomic status, money, available 
community programs and agencies): (2) heallh/cncrgy/inorale (e.g.. 
depression and preexisting physical problems and psychopathology):
(3) social networks (e.g.. close positive interpersonal relationships):
(4) general and specific beliefs (e.g.. sclf-cfficacv. existential belief 
systems): and (5) problem-solving skills (e.g.. generalized and abstract 
skills that enable individuals to analyze situations and generalize 
alternative courses of action).
Coping resources can be generated by a skilled professional who 
encourages pertinent resources within the person in dealing with 
anticipated stressful situations. The approach, using mental 
representation and mediators to deal with problemcd behavior, is 
known as the cognitive-behavior approach (Gardner. 1985). This 
model of the coping process Is based on the work of cognitive 
psychologists who identified and described the key role of mental 
processes In moderating behavioral outcomes.
Ivey. Ivey, and Simek-Downing (1987) in their book. Counscling 
apd Psychotherapy, refer to the movement that embraces the central 
task of the integration of thought, action, and decision-making in 
counseling as cognitive-behavior therapy. The first cognitive-behavior 
theorist was George Kelly, with his psychology of personal constructs. 
The central assumption of Kelly's thought was that the human was 
always in the process of forming constructs about his/her world.
These mental constructs were based upon an individual’s framing of 
hypotheses that were continually being tested against the world of 
experience. Those hypotheses which were found to be confirmed by 
the experience of the individual and became part of the internal 
construction of that person's world view. The future experiences of 
the individual would then be interpreted through those existing 
constructs held by the individual (Claxton. 1984). Kelly developed 
methods that permitted people to change their constructs and. 
accordingly, interpret the world in a more constructive manner, but 
he utilized methods that encouraged them to change their behaviors 
as well (such as role enactment). Kelly's work defined the task of the 
counselor as both dealing with examining and changing constructs 
(cognition) and working on actions (behavior) in the daily lives of 
patients (Ivey, Ivey, and Simek-Downing. 1987).
Another early practitioner in the cognitive-behavioral movement 
was Albert Ellis with his rational-emotive therapy (RET). RET began 
in the mid 1950s. Ellis placed considerable emphasis on identifying 
and examining clients’ irrationally-held premises. The irrational 
beliefs were found to be responsible for clients' emotional difficulties 
and faulty behavior. RET actively challenged the irrational premises 
and also used a number of behaviorally prescriptive approaches as the 
bases of therapy and personal change (Ellis. 1989).
Aaron Beck is considered by Ivey. Ivey and Simek-Downing 
(1987) as a leading cognitive-behavioral theorist. Beck's primary work 
has been with depressed individuals. Beck bases his therapy on the 
view of personality that maintains “ that how one thinks largely 
determines how one feels and behaves" (Beck and Weishaar, 1989).
Again, a similarity to Ellis and Kelly is seen. Each emphasized the 
effect of thought on emotion and functioning. Beck, like Ellis, utilized 
active interpretation of clients’ assumptions about themselves and 
their world. He helps patients unearth “automatic thoughts" that 
cause cognitive and behavioral distortions.
Several ways of countering automatic thoughts and maladaptive 
assumptions have been developed by Beck. Among them are:
1) “decatastrophizing," which prepares the client for fearful 
consequences by delving into “what if' situations:
2) "reattribution.” which tests automatic thought by examining 
other causes of events. (This is helpful when an individual 
unrealistically holds that they are totally responsible for a 
situation); and
3) redefining a problem, which encourages the individual to 
refrarne a problem in such a way that it becomes behaviorally 
approachable (Beck and Weishaar, 1989).
Donald Meichenbaum (1977), in his book Cognitive Behavior 
Modification, ties behaviorism with the cognitive-behavioral approach. 
Meichenbaum emphasized helping the client to define a problem 
situation in such a way that it would be amenable to solution. 
Approaches begin with a cognitive orientation; i.e., getting the person 
ready to handle the problem through proper mental representation. 
Unlike Beck and Ellis, however, the touchstone of Meichenbaum’s 
approaches was in addressing specific behavioral targets (Ivey. Ivey, 
and Simek-Downing, 1987).
Stress Inoculation
In the previous section, the cognitive-behavioral approach
emphasized the importance of how individuals appraised situations 
and subsequently mobilized coping processes. This led to strategies 
involving the realm of stress and coping, as can be seen in 
Meichenbaum's (1977) cognitive interventions and Meichenbaum and 
Novaco's (1978) use of the concept of "stress inoculation" in which 
people are trained to cope with upcoming stressful situations. Stress 
inoculation training is a generic term referring to a general treatment 
paradigm, but not denoting a specific set of operations.
Janis (1977) defined stress inoculation as providing people with 
realistic warnings, recommendations, and reassurances in preparing 
them to cope with impending dangers or losses. Stress inoculation 
procedures range from a single 10-minute preparatory 
communication, to an elaborate training program with graded 
exposure to potentially threatening stimuli accompanied by guided 
practice. Any preparatory communication is said to function as stress 
inoculation if it enables a person to increase his or her tolerance for 
subsequent threatening events. Preparatory communications and 
related training procedures can be administered before or shortly 
after a person makes a commitment to carry out a stressful decision, 
such as undergoing surgery or a painful series of medical treatments. 
When successful, the process is called stress inoculation in that it is 
analogous to what happens when people are physically inoculated to 
produce antibodies that permit the body to better handle the 
precursors of disease.
Epstein (1972) viewed stress inoculation as a natural healing 
process by which individuals maintain an optimum rate of assimilation 
oi stressful events. Epstein argued that, in contrast to an "all or none
defensive system, a more effective approach is to cope with stress in 
small doses. This is evident from the initial response to more 
displaced and less intensely threatening stimuli. With experience, and 
by means of self-pacing, individuals were able to handle more intensely 
stressful stimuli. He held that graduated practice with increasingly 
stressful events should be offered as an important practice in the 
development of any stress prevention or management programs.
A similar view about the potential usefulness of a stress 
inoculation approach toward stress prevention and treatment was 
offered by Orne (1965):
One way of enabling an individual to become more 
resistant to stress is to allow him to have appropriate prior 
experience with the stimulus involved. The biological 
notion of immunization provides such a model. If an 
individual is given the opportunity to deal with a stimulus 
that is mildly stressful and he is able to do so successfully 
(mastering it in a psychological sense) he will then be able 
to tolerate similar stimuli of somewhat greater intensity in 
the future... It would seem that one can markedly affect 
an individual's tolerance of stress by manipulating his 
beliefs about his perfoimance in the situation...and his 
feelings that he can control his own behavior, (p. 84)
Meichenbaum and Turk (1982) defined stress inoculation 
training as a cognitive-behavioral intervention that focuses on altering 
both a person’s cognitive processing of the situation and his behavioral 
skills in order to modify their manner of reacting. They outlined 
three stages for stress inoculation training: (1) preparation, (2) skills 
training, and (3) application training. In the preparation stage, the 
facilitator helps the client realize how maladaptive thought and self­
statements can affect behavior. The second stage involves skills 
including mental and physical relaxation, cognitive
restructuring, self-instructional training, and the presentation of an 
array of techniques from which the client can choose as components 
of the skills training stage. The final stage entails the client’s actual 
application and practice of newly acquired skills in stressful situations. 
Stress Inoculation Research
Janis (1949), a member of an Army research team of 
psychologists during World War II, collected and analyzed pertinent 
morale data and clinical observations bearing on stress tolerance. The 
Army, in its effort to reduce the disruptive effect of fear reaction in 
combat, introduced "battle inoculation" into its training program.
This involved training men to carry out combat activities under 
conditions which closely paralleled those encountered in battle.
Janis (1949) pointed out several ways this type of preparation 
could help reduce the disruptive fears: (1) a certain amount of 
adaptation to the extremely loud noises and other intense stimuli 
probably takes place with repeated exposures so that when the stimuli 
are encountered in battle, they elicit less fear; (2) exposure to battle 
conditions during training enables the men to develop a realistic 
expectation of combat skills and would also tend to reduce anxiety 
about combat in those men who, having heard a great deal about the 
horrors of war, grossly overestimated the psychological shock of being 
exposed to battle conditions: (3) insofar as men obtain practice in 
making decisions and in carrying out skilled activities in the presence 
of stimuli which elicit fear reactions, this experience decreases the 
probability that fear reactions will interfere with stressful performance 
in combat: and (4) the expt iicu nf bein^ exposed to stimuli which 
elicit fear tends to mobilize the psychological defenses of the
individual and, as a result, he may develop some personal techniques 
for coping with his emotional reactions.
Data Janis collected from surveys about the importance of 
exposing men to realistic stimuli during training supported his 
observations. Veterans from World War II who served in North Africa 
were asked, “What kind of training lessens the initial shock of 
combat?" The most frequent answer was, "Give men more training 
under live ammunition." These results were supplemented by studies 
of combat veterans from other battles. They were asked to respond to 
the question, "What kind of training, if any, did you lack?" The most 
frequently mentioned deficiency in combat training was “experience 
with live ammunition and realistic battle stimuli.”
Janis (1958) continued his studies on stress tolerance by 
examining surgical cases that the patients had been given preparatory 
information. He collected survey data from 77 men who had recently 
undergone major surgical operations. The results indicated that those 
surgical patients who had received information beforehand about what 
to expect were less likely to overreact to setbacks during the 
postoperative period.
In a similar study, Vernon and Bigelow (1974) investigated the 
effectiveness of preoperative procedural information in reducing the 
anxiety of male patients hospitalized for the repair of inguinal hernias 
Treated patients received detailed procedural information two days 
prior to surgery, while controls received no extra information.
Analyses of the patients' anxiety, as measured by an adjective 
checklist, revealed few significant effects. While these results failed to 
endorse the utility of providing detailed procedural information in
reducing patient anxiety, the authors noted that some of the patients 
did not seem to find the surgery particularly stressful.
Similarly, Egbert, Battit, Welch, and Bartlett (1964) investigated 
the effectiveness of preoperative sensory information in reducing the 
anxiety of undergoing interabdominal operations. The patients were 
visited the night before surgery and given procedural information 
about the location, severity, and duration of the pain they might expect 
to feel postoperatively. Treated patients were also taught some 
behavioral skills, such as how to relax muscles and turn in bed 
properly so as to reduce pain. Results indicated that although the two 
groups did not differ in their use of narcotics for pain on the day of 
their operation, the treatment group had a significantly lower level of 
use on each of the succeeding five days. Treated patients were 
released sooner from the hospital and rated as being in less pain.
In another example, Kendall. Williams, Pechacek, Graham, 
Shisslak, and Herzoff (1977) compared the effectiveness of cognitive- 
behavioral treatmrn. mid patient-education treatment in reducing the 
stress ol patients undergoing cardiac catheterization. Results of both 
sets of adjustment ratings indicated that the intervention groups were 
significantly better adjusted than each of the controls and that the 
cognitive-behavioral treatment was the superior intervention.
Schmitt and Woolridge (1973) compared a group of surgery 
patients who received routine hospital care with a group who got 
together the night before their surgery to discuss their concerns and 
fears and received information about what to expect and how they 
could aid in their recuperation. Experimental patients reported that 
they slept better and experienced less anxiety the morning of surgery.
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They recalled more facts about their experiences on the day of 
surgery, and their recollections less often involved fearful and 
unpleasant images. They experienced less operative urinary retention, 
required less anesthesia, required less pain medication, returned 
more rapidly to oral intake, and were discharged sooner.
Finally, DeLong (1971) studied the effect of information on 
recovery from surgery. The patients were given either specific 
information or general information. A recovery index was developed 
to measure changes in recovery. Individuals given specific information 
had a less complicated recovery and were discharged earlier than 
those given general information.
The value of preparatory information has also been reported in 
studies of childbirth. In general, most of the studies of pregnant 
women, like those of surgical patients, document the value of giving 
preparatory information and coping suggestions.
Doering and Entwisle (1975) interviewed 279 new mothers to 
determine effects of preparation for labor and delivery on their 
perceptions of childbirth and their babies. Generally, the better 
prepared women were more aware during delivery. Preparatory 
awareness was strongly associated with positive reactions to the birth 
and the baby.
Tanzer (1966) studied the effect of natural-childbirth training 
on both pregnancy and childbirth. People who had taken a course in 
natural childbirth experienced a significantly higher ratio of positive to 
negative emotions. On a five-point scale of recollected pain, course- 
takers reported significantly less pain than non-takers. In the late 
stages of labor a large number of course-takers reported feeling
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markedly better, physically and emotionally.
Similarly. Huttel, Mitchell. Fischer and Meyer (1972) studied 31 
Psycho-Prophylactic Method deliveries with 41 control patients. The 
prepared women required significantly less medication and. at the 
same time, were in better self-control.
Psychological preparation has also been shown to be of value in 
controlling other types of pain. Turk and Genest (1979) reviewed 
over two dozen systematic evaluation studies of psychological 
treatments designed to help people suffering from persistent 
backaches, recurrent headaches, or other chronic pains. Most of the 
treatments included giving preparatory information about recurrent 
distressing events that might precipitate or exacerbate the patient's 
pains, together with suggestions about how to cope more effectively 
with the stresses. A major conclusion that emerged from all these 
treatments (including preparatory information about expected stresses 
and suggestions about how to cope with the stresses) was that they are 
generally effective in helping to alleviate chronic pain.
Not all of the studies of psychological preparation, including 
some of those in surgery, childbirth, and the stresses associated with 
chronic pain, show that stress inoculation works. A field experiment 
by Langer, Janis, and Wolfer (1975) found that, while psychological 
preparation that presented detailed instruction about a cognitive 
coping device proved to be highly effective, a brief message containing 
standard preparatory information was ineffective in helping patients 
tolerate postoperative stress.
In another contradictory finding, Johnson. Rice, Fuller, and
Endress (1977) found that preparatory information about what to
expect was ineffective for patients having one type of operation but 
was highly effective for those having another type. There have also 
been studies on childbirth that reveal that some women experience 
severe pains during childbirth despite being given one or another 
form of psychological preparation (Davenport-Slack and Boylan, 1974; 
Javert and Hardy, 1951).
Some of the clinicians who developed and researched stress 
inoculation attempted to explain these discrepancies. They 
emphasized that teaching people new cognitive skills is a necessary 
but not sufficient condition for helping them to deal effectively with 
stressful situations. They reported that the persons not only need to 
acquire adequate coping skills, but also, in order to use them when 
needed, must develop some degree of self-confidence (Cormier and 
Cormier, 1979).
Closely related to a person's attitudes of self-confidence, the 
clinicians continued to emphasize, were their beliefs about being able 
to control a stressful situation. Stress inoculation may change a 
person’s expectation of being in control of a potentially dangerous 
situation. The stress inoculation procedures used with surgical and 
medical patients typically included statements designed to counteract 
feelings of helplessness and to promote a sense of active control. For 
example, in the stress inoculation procedures designed by Turk 
(1978) for patients suffering from chronic pain, the coping thoughts 
that are explicitly recommended and modeled include, "Relax, you're 
in control" and "When the pain mounts, you can switch to a different 
strategy; you’re in control." There is a sizeable body of literature 
supporting the belief that perceived personal control plays an
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important, role in coping with stress (Averill, 1973; Bower, 1968; 
Houston, 1972; Janis and Rodin, 1979; Kanfer and Seider, 1973: 
Pervin, 1963; Staub, Tursky, and Schwartz, 1971; Weiss, 1970). 
Summary
Studies of parental stress reveal that the presence of a 
handicapping condition in a child is a major stressor for parents and. 
as such, requires ongoing coping responses by them. The stressor can 
vary in severity depending on many things, such as child 
characteristics, family and parental characteristics, and the agencies 
involved in assisting the child and family.
The studies on stress inoculation, though centered on battle 
inoculation, surgery, childbirth, and chronic pain, generally support 
the conclusion that preparatory information and skills training serve 
as strong stress mediators. While the efficacy of mediators varies, the 
preponderance of studies found that stress inoculation was beneficial 
in helping individuals with anticipated stress.
Accordingly, the direction of the research suggested that a 
parental training program providing preparatory information and skills 
would reduce parent stress and, as a consequence, increase parents' 
perceived ability to participate in their handicapped child's education 
program.
CHAPTER III
METHODOLOGY
Selection of Subjects
The population for this study included fifty parents of 
handicapped children. These parents resided in Griggs. Steele. Traill, 
and rural Grand Forks Counties of North Dakota. They were selected 
at random from a list of parents known to have handicapped children 
enrolled in the public school system.
Parents were telephoned and asked if they would be interested 
in taking the FACTS parent training program in a community close to 
their home. Twenty-six of the parents agreed to take the course in 
January and be a part of the experimental group. The other twenty- 
four parents agreed to be in the control group and take the course at a 
later time.
All of the parents who participated in the study had a child who 
was identified as handicapped by the educational agency their child 
attended. All of the parents had. at some level, been Involved prior to 
this contact in the planning of their child's educational program. 
Instruments
The instruments used for this study were the Parent Coping 
Inventory and the Multiple Affect Adjective Checklist-Revised (MAACL- 
R). (See Appendices A and B)
The MAACL-R uses 132 adjectives to identify seven dimensions 
of affect: Anxiety. Depression. Hostility. Positive Affect. Sensation 
Seeking. Dysphoria, and Positive Affect and Sensation Seeking (PASS). 
The state version of the MAACL-R was used in this study. Parents 
were instructed to put an "X" next to those adjectives that best
describe “how they feel now-today" about interacting within the 
special education process.
In the clinical area, the MAACL-R has been used extensively in 
efficacy studies of behavioral and cognitive therapies, psychotherapy, 
sensitivity training and encounter groups, relaxation training and 
meditation, biofeedback, nursing treatments, and drug therapy. The 
MAACL-R has also been used in studies of stress induced by ego threat, 
frustration, failure, examination, interviews, hypnosis, sensory 
deprivation, over-stimulation, motion pictures, threat of pain, learned 
helplessness, military training and combat, surgery, pregnancy, and 
childbirth (Zuckerman and Lubin, 1985).
The normative sample for the state scale of the MAACL consisted 
only of a sample of 538 college students tested in large classes 
(Zuckerman and Lubin, 1985). The non-representativeness of the 
MAACL state scale norms is a weakness. However, since state forms 
are usually given more than once and usually the interest is within 
subject comparisons (as is the case in this study) where subjects 
provide their own baselines for change, a population standard is less 
meaningful for changes.
The reliability of the MAACL-R has been demonstrated by studies 
of its internal test reliability and test-retest reliability. All of the scales 
show satisfactory internal consistency (equal to or exceeding .90) with 
the exception of the Sensation Seeking scale (.60) (Zuckerman and 
Lubin, 1985).
The Parent Coping Inventory, developed by the author 
specifically for this study, was used to measure parents' perceived 
ability to participate in the special education process. It contained
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thirty-three statements and used the Likert Scale to grade responses. 
The five possible responses were as follows: Always, Usually. 
Sometimes, Seldom, and Never. Parents were instructed to circle the 
response that best represented their viewpoint for each statement.
The Parent Coping Inventory was divided into six different 
sections: Parent Participation, Written Notice/Educational Records, 
Evaluation Procedures, Eligibility, Individualized Education Program 
(IEP)/Placement, and Due Process. Each section included statements 
designed to determine whether parents possessed both knowledge 
and perceived ability to participate in the special education process.
The Parent Coping Inventory, as an instrument, measures coping 
by looking at changes in the graded responses. It does not assign 
significance to changes by sections, but rather to changes overall. The 
reliability of this instrument is discussed in the following chapter 
(Chapter IV).
Procedures
A total of fifty parents participated in this study. The 
experimental group consisted of twenty-six parents who received the 
parent training program. The remaining twenty-four parents 
comprised the control group. The control group did not receive 
training. A number was assigned to parents in both groups and placed 
on the answer profiles for the MAACL-R and the Parent Coping 
Inventory.
At the beginning of the first class, the experimental group 
completed the Parent Coping Inventory and the MAACL-R. At the end 
of the second and third classes they again completed the MAACL-R. 
After the last class, they completed the Parent Coping Inventory and
the MAACL-R. All twenty-six parents completed the requisite 
instruments at the proper times.
The control group was mailed the Parent Coping Inventory and 
MAACL-R the same day classes began for the experimental group.
These instruments were sent in a stamped, self-addressed envelope 
with instructions on how to complete them. Parents who failed to 
return the instruments as requested received a telephone call. This 
same procedure was used on the last day of class with the control 
group. All instruments were accounted for.
The experimental group met one evening per week for four 
weeks, with each class lasting approximately four hours. Class 
structure was informal, with frequent opportunities for open 
discussions and questions.
A commonality pr esent in each class was the use of slides to 
introduce new topics and outline procedures. A manual, entitled “A 
Guide For Parents Of Handicapped Children" was given to each parent. 
It served as a reference guide during class and as a study vehicle for 
parents interested in examining material in more depth at home or in 
their spare time.
The first class focused on why Public Law 94-142 was conceived 
and how it affected parents of handicapped children. The goals of the 
law were outlined and its intent explained in layman terms.
Definitions of frequently used words in the special education process 
(and just as frequently misunderstood) were reviewed and studied: 
e.g., due process, related services, and least restrictive environment.
The importance of effective communication in parent-teacher
partnerships was discussed at great length. Several exercises in role
playing were introduced where parents were exposed to the problems 
that can result from miscommunicafion. Parents were then invited to 
discuss specific examples where miscommunication had caused 
problems or insecurity in their interactions with ihe special education 
process and personnel.
The second class focused on the procedural steps used in the 
identification of a handicapped child. Each step in the procedure was 
examined separately, yet as a part of the whole, to ensure that nothing 
was missed which might be of concern to individuals with differing 
needs and concerns.
Prior to class, parents were instructed to bring any and all 
documents pertinent to the special education process. They were 
provided with a folder and instructed in how to organize these 
documents for ease of accessibility and for their own information.
An explanation and elaboration was given on the various 
handicapping conditions considered part of special education. The 
eligibility criteria for each condition was defined, and a great deal of 
time was spent examining specific and known cases.
The third class was spent explaining the placement and 
programming of handicapped children into special education classes. 
Most of the time was devoted to a demonstration on the process for 
developing an IEP. As part of this demonstration, a mock IEP 
meeting was held with special education professionals (who were 
asked to attend the class in advance) playing different roles. The part 
of the parents in that process was given special emphasis.
The question of what to do when conflicts arise was also 
explored. The use of mediation and the right to due process was
explained in relation to their place in resolving conflicts.
The last class was spent primarily in role playing and rehearsal. 
Parents were given different roles to play and then placed in situations 
where they had to use their newfound knowledge to make sure the 
special education process was being followed.
The special education process was purposefully “sabotaged" 
from time to time to expose parents to the myriad possibilities of 
difficult, but realistic situations they might encounter. They were 
guided in the right direction when conflicts arose, but were left to 
follow their own course as long as they were within legal boundaries.
Topics covered in this training program may be seen in the 
Table of Contents of the "FACTS" booklet in Appendix C.
Statistical Procedures
A reliability analysis was conducted on the Parent Coping 
Inventory. A procedure (Reliability Procedure from SPSSX) was used 
to generate a Cronbach Alpha coefficient which is a measure of 
homogeneity that is equivalent to a Kuder Richardson Formula 20 for 
binary data. This was originally done on the entire 33-item scale using 
the pretest data only. The amount of drop measured in terms of 
Cronbach Alpha, if a particular item were deleted, was determined by 
using the reliability procedure from SPSSX. This process was done 
until a maximized Cronbach Alpha was achieved. This generated a 27- 
itcm scale. The outcome for pre-test datum indicated a reasonably 
high alpha . high enough to be considered a reliable test. The 
outcomes of this reliability analysis are shown in Chapter Four. The 
actual data analysis, in terms of hypothesis, takes place in Chapter
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Five.
The hypothesis testing can be looked at in three pails, the first 
in terms of the Parent Coping Inventory. An analysis of covariance was 
done between the experimental group and the control group, 
adjusting for pre-test differences and looking at post-test differences 
adjusted for the existing post-test outcomes.
The second set of data addresses post-test differences between 
the control group and the experimental group on the MAACL-R.
These seven dimensions were analyzed in couplets, that is to say. for 
any particular dimension there is both a raw score and T-score 
recorded. The sequence was such that in order to reject a null 
hypothesis, the outcomes of both parts of the paired test must have 
given the same results. If results of the two tests were not the same, 
then the outcomes were considered to be ambiguous and the null 
hypothesis was not rejected. This procedure was followed for all 
seven dimensions of the MAACL-R.
Finally, for the same seven dimensions a polynomial trend 
analysis was attempted to see if any trends existed over the four 
measured points. Because four points in time were being used, a 
polynomial, up to a cubic trend, is possible to be measured. The 
interest here was first to see if a linear trend existed for each 
dimension of the MAACL-R. The process then followed to see if there 
was a quadratic or second degree trend that was significantly adding 
to the linear trend, or perhaps if the linear were not significant and 
the quadratic trend itself was significant. This process was followed 
for each of the seven dimensions of the MAACL-R. A concurrence in 
outcomes was sought in terms of the polynomial trend for these 
dimensions. If a linear trend was found for the raw score data and not
for the normalized data, there existed an ambiguous outcome and the 
null hypothesis was not rejected. If there existed significant trends to 
different levels, there was still ambiguity in interpretation but the null 
hypothesis was rejected.
CHAPTER IV
RELIABILITY ANALYSIS
Chapter Four contains results of the reliability analysis for the 
construction of the Parent Coping Inventory instrument used in this 
study. Included are findings regarding Cronbach's Alpha (a measure of 
homogeneity), pre-test and post-test reliability (stability), and a factor 
analysis of the items using the alpha method with an oblique rotation.
A widely used measure of homogeneity is Cronbach's Alpha. 
Cronbach's Alpha is often used for Likert-type attitude scales. As can 
be seen in Table 1, Cronbach's Alpha demonstrates a substantial 
homogeneity of variance, showing the items are measuring similar 
content. This reliability coefficient of .9708 indicates a high internal 
consistency for the test.
Table 1 presents the total correlation of corrected items for 
each question number. This correlation gives an independent 
measure of how a particular item influences the overall reliability of 
the test. Also shown in Table 1 are the corrected alpha factors.
Certain items (questions 1. 13. 16. 25. 32. and 33) have low 
zero-order correlations with the corrected total. Eliminating these 
items would increase the alpha factor and should result in a more 
homogeneous scale. (See Table 2)
TABLE 1
RELIABILITY PRE-TEST ALL 33 ITEMS RELIABILITY ANALYSIS 
MAXIMIZING CRONBACH’S ALPHA
Question
Number
Corrected
Item-Total
Correlation
Alpha 
If Item 
Deleted
Qi .2539 .9715
Q2 .6707 .9701
Q3 .6464 .9702
Q4 .7582 .9696
Q5 .8210 .9693
96 .7691 .9696
97 .6722 .9702
98 .6720 .9701
99 .7683 .9695
9 10 .8147 .9693
911 .7374 .9697
912 .8277 .9692
913 .2401 .9717
914 .8498 .9691
Q15 .8915 .9688
916 .1320 .9720
917 .7495 .9697
918 .8045 .9693
919 .8545 .9690
920 .7069 .9700
921 .6787 .9700
9 22 .6703 .9701
923 .5882 .9705
924 .7517 .9696
925 .2346 .9716
926 .8577 .9690
927 .8398 .9691
928 .8561 .9690
929 .7569 .9696
930 .8003 .9693
931 .8836 .9689
932 .5090 .9711
933 .5566 .9709
Reliability Coefficients 33 Items
Alpha= .9708 Standardized Item Alpha= .9684
Table 2 shows which items, if deleted, have the lowest inter­
correlations contributing to heterogeneity. If these items are deleted, 
a small increase on Cronbach's Alpha is obtained.
TABLE 2
RELIABILITY ANALYSIS
Item
Dropped
Alpha Standardized
Alpha
None .9708 .9684
Q16 .9720 .9704
Qi .9727 .9719
Q25 .9738 .9737
913 .9749 .9756
932 .9756 .9761
933 .9765 .9766
While it is by no means obvious, this process is actually 
accomplished in a stepwise manner similar to a backward elimination 
procedure in multiple linear regression analysis. A Table like Table 1 
is recalculated at every step. Table 2 summarizes these outcomes and 
shows that a 27-itetn scale would result in a standardized alpha of 
.9766. The analysis then proceeded with the 27-item scale. A table 
similar to Table 1 is shown in Table 3 with the 27 selected items.
Table 3 shows the corrected item correlation for the pre­
experiment data with the six items deleted. There is a small increase 
in reliability with the items deleted. The zero-order correlation with
corrected total range from .6083 to .9107.
TABLE 3
RELIABILITY ANALYSIS WITH PRE-EXPERIMENTAL DATA
(6 ITEMS DELETED)
Question
Number
Corrected
Item-Total
Correlation
Alpha 
If Item 
Deleted
Q2 .6603 .9762
93 .6903 .9761
Q4 .7696 .9756
95 .8323 .9752
96 .7911 .9755
97 .7050 .9761
98 .6745 .9761
99 .7693 .9756
910 .8149 .9753
911 .7485 .9757
912 .8405 .9751
914 .8547 .9751
915 .9107 .9747
917 .7657 .9757
918 .8183 .9753
919 . 859 4 .9750
920 .7139 .9760
921 .6636 .9762
Q22 .6625 .9762
Q23 .6083 .9765
924 .7051 .9760
926 .831 1 .9752
927 .8471 .9751
928 .8466 .9751
929 .7382 .9758
930 .8047 .9754
931 .8762 .9749
Reliability Coefficients 27 Items
Alpha= .9765 Standardized Item Alpha= .9766
Table 4 shows the corrected item correlation for the post-experiment 
data with the six items deleted. Here the zero-order correlations of the items 
with the corrected total range from .5729 to .8668. The reliability coefficient 
of the post-experiment is comparable to the pre-experiment data.
TABLE 4
RELIABILITY ANALYSIS WITH POST-EXPERIMENTAL DATA
(6 ITEMS DELETED)
Question Corrected Alpha
Number Item-Total If Item
Correlation Deleted
Q2 .6406 .9767
93 .7266 .9763
Q4 .7134 .9763
Q5 .8545 .9755
Q6 .8192 .9757
Q7 .8439 .9756
Q8 .7013 .9764
Q9 .8192 .9757
Q 10 .8402 .9756
Q 1 1 .7872 .9759
Q12 .8668 .9754
Q14 .8293 .9757
Q15 .8460 .9756
Q17 .7501 .9761
Q18 .8573 .9755
Q19 .8500 .9755
Q20 .7467 .9762
9 2 1 .6424 .9767
@22 .5729 .9771
Q23 .5924 .9771
Q24 .7453 .9762
Q26 .8318 .9756
Q27 .7946 .9759
Q28 .8514 .9755
Q29 .7615 .9761
Q30 .7619 .9761
Q31 .7989 .9759
Reliability Coefficient 27 Items
Alpha= ,9769 Standardized Item Alphas .9769
A factor analysis was done in order to address the intercorrelations 
among item scores and to determine the number of factors measured in the 
test. This analysis is shown in Table 5.
TABLE 5
PATTERN MATRIX FOR ALPHA FACTOR ANALYSIS WITH OBLIQUE 
ROTATION FOR EIGENVALUES GREATER THAN 1.5 FOR STRESS ITEMS
QUESTION FACTOR 1 FACTOR 2
igenvalue 17.64962 2.96608
91 .01825 .08363
Q2 -.11384 -.05700
Q3 .16856 -.28447
94 .06637 .10953
95 .53916 -.09860
96 .32607 -.08072
97 .04494 -.31938
Q8 -.04523 .36662
99 .23493 .18913
9 10 .50638 .18589
911 .25774 -.09529
912 .35185 -.06960
913 -.01013 .06974
914 .74385 .15179
915 .5041 1 -.03577
916 .05446 .64496
917 .60451 -.1344200rr\VJtj .25915 -.18145
Q 19 .62098 -.13129
Q20 .09438 -.21940
921 .17449 -.05276
9 22 .69678 .17023
923 .70384 -.15271
924 .15609 .36254
925 -.09350 .70933
Q26 .41244 .32793
927 .26997 .15354
928 .545 1 1 .26664
Q29 .09761 .25051
930 .39371 .10674
931 .5545 1 .13840
Q32 -.06978 .04626
933 .08826 -.03960
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After examining the item intercorrelations resulting from the 
alpha factor analysis, it was apparent that the items (5, 10, 14, 15, 17. 
19, 22, 23, 28, 31) that correlated most highly under Factor 1 all 
appeared to measure a knowledge or understanding dimension. All 
the items (5, 10, 14, 15, 17, 19, 22. 23, 28, 31) that were highly 
intercorrelated under Factor 2 appeared to measure participation.
The intercorrelation of Factor 1 and Factor 2 is r=.07826, indicating 
that these Factors are nearly independent.
Using the 27-item scale, the zero-order correlation (Pearson 
Product-moment correlation coefficient) is .6915. Since measures of 
stability tend to be smaller than measures of homogeneity, it stands to 
reason that the constructed scale demonstrates more homogeneity 
than stability.
CHAPTER V
RESULTS
The organization of Chapter Five directly follows the tests of the 
hypotheses as stated in Chapter One. Hypothesis One looks at 
differences between the control group and the experimental group on 
the Parent Coping Inventory using' the analysis of covariance.
Hypotheses Two through Eight address the variance scales of 
the MAACL-R. Two measures are evaluated for each of the seven scales 
(dimensions) of the MAACL-R, the raw score and the T score (McCall's 
Normalized T score). Analyses of covariance are provided for both 
measures.
If there was agreement in the outcome of these separate tests, 
and significance was found in the same directions, then the 
interpretation is made that there was a difference. If one test is 
significant and the other is not, the outcome is ambiguous. If neither 
is significant, then the outcome is termed nonsignificant. This 
procedure follows by analogy the procedure for disproportionate cell 
frequency two-way analysis of variance analyzed by two different 
methods.
Hypotheses Nine through Fifteen addressed the existence of 
trends (linear, quadratic, and cubic) for each of the MAACL-R 
dimensions, for both raw score values and normalized values. As in 
Hypotheses Two through Eight, a concurrence between the two sets of 
trends is sought.
Hypothesis One: There will be no significant difference between 
the experimental group and the control group on the Parent Coping 
Inventory.
Table 6 presents the analysis of covariance for the raw score of 
the Parent Coping Inventory. Included in the table are the post-test 
means, adjusted post-test means, and the within regression 
coefficients.
TABLE 6
THE ANALYSIS OF COVARIANCE AND MEANS FOR COPING (RAW 
SCORE) OF THE PARENT COPING INVENTORY
Source of Variation df SS MS F
Among Groups 1 3027.093 3027.093 47.447
Within Groups 47 5431.098 115.555
Total 48 8458.191
Means Post-test Adjusted Post-test
Experimental Group 108.23 103.62
Control Group 100.46 96.15
Within regression coefficient .585
The constructed measure Coping showed significant adjusted
post-test differences (p<.01) with the experimental group appearing
to cope significantly better than the control group.
Hypothesis Two: There will be no significant difference between
the experimental group and the control group on the Anxiety 
dimension of the MAACL-R.
Table 7 presents the analysis of covariance for the raw score 
Anxiety dimension of the MAACL-R. Included in the table are the 
post-test means, the adjusted post-test means, and the within 
regression coefficient.
TABLE 7
THE ANALYSIS OF COVARIANCE AND MEANS FOR ANXIETY (RAW
SCORE) OF THE MAACL-R
Source of Variation df SS MS F
Among Groups 1 34.276 34.276 11.210
Within Groups 47 143.709 3.058
Total 48 177.986
Means Post-test Adjusted Post-test
Control Group 3.333 3.830
Experimental Group 2.577 2.1 19
Within regression coefficient -1.71 120
The Anxiety raw score showed significant adjusted post-test
differences (p<.01) with the experimental group showing significantly
less anxiety.
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Table 8 presents the analysis of covariance for the T score 
Anxiety dimension of the MAACL-R. Included in the table are the 
post-test means, the adjusted post-test means, and the within 
regression coefficient.
TABLE 8
THE ANALYSIS OF COVARIANCE AND MEANS FOR ANXIETY (T
SCORE) OF THE MAACL-R
Source of Variation df SS MS F
Among Groups 1 900.672 900.672 9.345
Within Groups 47 4529.664 96.376
Total 48 5430.336
Means Post-test Adjusted Post-test
Control Group 60.500 63.622
Experimental Group 57.692 54.811
Within regression coefficient -8.81130
The Anxiety normalized score suggested that the experimental 
group was significantly (pc.Ol) less anxious. The results from tests for 
both the raw score data and the normalized data, in terms of 
significance, concurred. Taking into account pre-test measures, the 
experimental group reported significantly less anxiety than the control 
group after the experiment.
Hypothesis Three: There will be no significant difference
between the experimental group and the control group on the 
Depression dimension of the MAACL-R.
Table 9 presents the analysis of covariance for the raw score 
Depression dimension of the MAACL-R. Included in the table are the 
post-test means, the adjusted post-test means, and the within 
regression coefficient.
TABLE 9
THE ANALYSIS OF COVARIANCE AND MEANS FOR DEPRESSION 
(RAW SCORE) OF THE MAACL-R
Source of Variation df SS MS F
Among Groups 1 16.671 16.671 4.232
Within Groups 47 185.163 3.940
Total 48 201.834
Means Post-test Adjusted Post-test
Control Group 1.625
Experimental Group 0.500
Within regression coefficient -1.17277
The Depression raw score did not show significant adjusted
post-test differences (pc.Ol) between the experimental and the
control group.
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Table 10 presents the analysis of covariance for the T score 
Depression dimension of the MAACL-R. Included in the table are the 
post-test means, the adjusted post-test means, and the within 
regression coefficient.
TABLE 10
THE ANALYSIS OF COVARIANCE AND MEANS FOR DEPRESSION (T
SCORE) OF THE MAACL-R
Source of Variation df SS MS F
Among Groups I 1860.293 1860.293 11.512
Within Groups 47 7594.805 161.592
Total 48 9455.098
Means Post-test Adjusted Post-test
Control Group 57.875 58.916
Experimental Group 47.577 46.616
Within regression coefficient -12.29937
The Depression normalized score showed significant adjusted 
post-test differences between the experimental group and the control 
group (p.<01) with the experimental group conveying significantly less 
depression. The results from the tests for both the raw score data and 
the normalized data, in terms of significance, do not concur; 
therefore, it was not possible to reject this null hypothesis 
conclusively.
Hypothesis Four: There will be no significant difference 
between the experimental group and the control group on the 
Hostility dimension of the MAACL-R.
Table 11 presents the analysis of the covariance for the raw 
score Depression dimension of the MAACL-R. Included in the table 
are the post-test means, the adjusted post-test means, and the within 
regression coefficient.
TABLE 11
THE ANALYSIS OF COVARIANCE AND MEANS FOR HOSTILITY (RAW
SCORE) OF THE MAACL-R
Source of Variation df SS MS F
Among Groups 1 28.693 28.693 5.897
Within Groups 47 228.707 4.866
Total 48 257.400
Means Post-test Adjusted Post-test
Control Group 2.875 2.849
Experimental Group 1.308 1.332
Within regression coefficient -1.51641
The Hostility raw score did not show significant adjusted post-
test differences (p.<01) between the experimental group and the
control group.
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Table 12 presents the analysis of covariance for the T score 
Hostility dimension of the MAACL-R. Included in the table are the 
post-test means, the adjusted post-test means, and the within 
regression coefficient.
TABLE 12
THE ANALYSIS OF COVARIANCE AND MEANS FOR HOSTILITY (T
SCORE) OF THE MAACL-R
Source of Variation df SS MS F
Among Groups 1 634.742 634.742 3.540
Within Groups 47 8427.660 179.312
Total 48 9062.402
Means Post-test Adjusted Post-test
Control Group 60.333 59.339
Experimental Group 51.269 52.187
Within regression coefficient -7.15236
The Hostility normalized score did not show significant adjusted 
post-test differences (p.<01). The two tests of significance concurred 
in nonsignificant outcomes, and thus the null hypotheses was retained.
Hypothesis Five: There will be no significant difference between
the experimental group and the control group on the Positive Affect 
dimension of the M/YACL-R.
Table 13 presents the analysis of the covariance for the raw 
score Positive Affect dimension of the MAACL-R. Included in the table 
are the post-test means, the adjusted post-test means, and the within 
regression coefficient.
TABLE 13
THE ANALYSIS OF COVARIANCE AND MEANS FOR POSITIVE AFFECT
(RAW SCORE) OF THE MAACL-R
Source of Variation df SS MS F
Among Groups 1 23.329 283.329 1.817
Within Groups 47 603.519 12.841
Total 48 626.847
Means Post-test Adjusted Post-test
Control Group 7.667 6.605
Experimental Group 7.038 8.019
Within regression coefficient 1.41371
The Positive Affect raw score did not show significant adjusted
post-test differences (p.<01) between the experimental group and the
control group.
Table 14 presents the analysis of covariance for the T score 
Positive Affect dimension of the MAACL-R. Included in the table are 
the post-test means, the adjusted post-test means, and the within 
regression coefficient.
TABLE 14
THE ANALYSIS OF COVARIANCE AND MEANS FOR POSITIVE AFFECT
(T SCORE) OF THE MAACL-R
Source of Variation df SS MS F
Among Groups 1 634.742 634.742 6.064
Within Groups 47 4916.094 104.598
Total 4 8 5550.426
Means Post-test Adjusted Post-test
Control Group 40.542 37.743
Experimental Group 42.615 45.198
Within regression coefficient 7.45484
The Positive Affect normalized score did not show significant 
adjusted post-test differences (p.<01V The two tests of significance 
concurred in nonsignificant outcomes, and thus the null hypotheses 
was retained.
Hypothesis 6. There will be no significant difference between
the experimental group and the control group on the Sensation 
Seeking dimension of the MAACL-R.
Table 15 presents the analysis of the covariance for the raw 
score Sensation Seeking dimension of the MAACL-R. Included in the 
table are the post-test means, the adjusted post-test means, and the 
within regression coefficient.
TABLE 15
THE ANALYSIS OF COVARIANCE AND MEANS FOR SENSATION 
SEEKING (RAW SCORE) OF THE MAACL-R
Source of Variation df SS MS F
Among Groups 1 90.485 90.485 30.728
Within Groups 47 138.399 2.945
Total 48 228.884
Means Post-test Adjusted Post-test
Control Group 4.583 4.365
Experimental Group 6.923 7.125
Within regression coefficient 2.76054
The Sensation Seeking raw score showed significant adjusted 
post-test differences (p.<01) between the experimental group and the 
control group. The experimental group had a significantly higher 
Sensation Seeking scale score.
Table 16 presents the analysis of covariance for the T score 
Sensation Seeking dimension of the MAACL-R. Included in the table 
are the post-test means, the adjusted post-test means, and the within 
regression coefficient.
TABLE 16
THE ANALYSIS OF COVARIANCE AND MEANS FOR SENSATION 
SEEKING (T SCORE) OF THE MAACL-R
Source of Variation df SS MS F
Among Groups 1 2670.539 2670.539 24.02
Within Groups 47 5224.145 1 1 1.152
Total 18 7894.684
Means Post-test Adjusted Post-test
Control Group 43.417 42.805
Experimental Group 57.269 57.834
Within regression coefficient 15.02982
The Sensation Seeking normalized score showed significant 
adjusted post-test differences (p.<01) between the experimental 
group and control group. The experimental group had significantly 
higher Sensation Seeking normalized scale scores. The results from 
tests for both the raw score data and the normalized data, in terms of 
significance, concurred. Taking into account pre-test measures, the 
experimental group reported higher levels of Sensation Seeking than 
the control group after the experiment.
Hypothesis Seven: There will be no significant difference 
between the experimental group and the control group on the 
Dysphoria dimension of the MAACL-R.
Table 17 presents the analysis of the covariance for the raw 
score Dysphoria dimension of the MAACL-R. Included in the table are 
the post-test means, the adjusted post-test means, and the within 
regression coefficient.
TABLE 17
THE ANALYSIS OF COVARIANCE AND MEANS FOR DYSPHORIA (RAW
SCORE) OF THE MAACL-R
Source of Variation df SS MS F
Among Groups 1 307.637 307.637 17.328
Within Groups 47 834.415 17.753
Total 48 1 142.052
Means Post-test Adjusted Post-test
Control Group 7.833 8.653
Experimental Group 4.385 3.628
Within regression coefficient -5.02586
The Dysphoria raw score showed significant adjusted post-test 
differences (p.<01) between the experimental group and the control 
group. The experimental group reported significantly less Dysphoria 
than the control group.
Table 18 presents th j analysis of covariance for the T score 
Dysphoria measure of the MAACL-R. Included in the table are the 
post-test means, the adjusted post-test means, and the within 
regression coefficient.
TABLE 18
THE ANALYSIS OF COVARIANCE AND MEANS FOR DYSPHORIA (T
SCORE) OF THE MAACL-R
Source of Variation df SS MS F
Among Groups 1 2242.445 2242.445 22.001
Within Groups 47 4790.367 101.923
Total 48 7032.813
Means Post-test Adjusted Post-test
Control Group 62.917 64.984
Experimental Group 53.346 51.438
Within regression coefficient -13.54540
The Dysphoria normalized score showed significant adjusted 
post-test differences (p.<01) between the experimental group and the 
control group. The experimental group reported significantly less 
Dysphoria than the control group.
The results from tests for both the raw score data and the 
normalized data, in terms of significance, concurred. Taking info 
account pre-test measures, the experimental group reported significantly 
less Dysphoria than the control group after the experiment.
Hypothesis Eight: There will be no significant difference 
between the experimental group and the control group on the Positive 
Affect and Sensation Seeking (PASS) dimension of the MAACL-R.
Table 19 presents the analysis of the covariance for the raw 
score PASS dimension of the MAACL-R. Included in the table are the 
post-test means, the adjusted post-test means, and the within 
regression coefficient.
TABLE 19
THE ANALYSIS OF COVARIANCE AND MEANS FOR PASS (RAW
SCORE) OF THE MAACL-R
Source of Variation df SS MS F
Among Groups 1 248.392 248.392 13.674
Within Groups 47 853.785 18.166
Total 48 1 102.177
Means Post-test Adjusted Post-test
Control Group 1 1.833 10.534
Experimental Group 13.962 15.161
Within regression coefficient 4.62690
The PASS raw score showed significant adjusted post-test 
differences (p.<01) between the experimental group and the control 
group. The experimental group revealed significantly higher PASS 
scores than the control group.
Table 20 presents the analysis of covariance for the T score 
PASS dimension of the MAACL-R. Included in the table are the post­
test means, the adjusted post-test means, and the within regression 
coefficient.
TABLE 20
THE ANALYSIS OF COVARIANCE AND MEANS FOR PASS (T SCORE)
OF THE MAACL-R
Source of Variation df SS MS F
Among Groups 1 2353.723 2358.723 17.348
Within Groups 47 6390.422 135.966
Total 48 8749.145
Means Post-test Adjusted Post-test
Control Group 38.792 37.049
Experimental Group 49.692 51.301
Within regression coefficient 14.25252
The P A S S  normalized score showed significant adjusted post­
test differences (p.<01} between the experimental group and the 
control group. The experimental group revealed significantly lower 
PAvSS scores than the control group.
The results from tests for both the raw score data and the 
normalized data, in terms of significance, concurred. Taking into 
account pre-test measures, the experimental group reported significantly 
lower P A S S  scores than the control group after the experiment.
Table 21 presents results of the trend analysis using linear, 
quadratic, and cubic regression fittings for the Anxiety dimension of 
the MAACL-R.
TABLE 21
TREND ANALYSIS WITH LINEAR, QUADRATIC AND CUBIC TRENDS 
AND ASSOCIATED MULTIPLE CORRELATIONS AND F VALUES FOR 
INCREMENTAL POLYNOMIAL TREND FOR THE ANXIETY 
DIMENSION OF THE MAACL-R WITH SIGNIFICANT POLYNOMIAL
TREND EQUATIONS SHOWN
Hypothesis Nine: There will be no trend effect with regard to
the Anxiety dimension of the MAACL-R.
Anxiety Raw Score 
Degree R F Significance Levels
Linear .301 10.06 p<.01
Quadratic .320 1.34 n.s.
Cubic .320 0.04 n.s.
Y=5.096 -.708X + e,
Anxiety Normalized Score 
Degree R F Significance Levels
Linear .292 9.38 pc.01
Quadratic .296 0.22 n.s.
Cubic .296 0.01 n.s.
Y=74.999 -4.538X + e,
Only one significant trend was found for the Anxiety dimension—
the linear trend. This outcome holds for both raw and normalized
scores: thus, only the linear equation is shown in Table 21. The 
negative slope is indicative of decreasing anxiety as the sessions ensue.
Hypothesis Ten: There will be no trend effect with regard to 
the Depression dimension of the MAACL-R.
Table 22 presents results of the trend analysis using linear, 
quadratic, and cubic regression fittings for the Depression dimension 
of the MAACL-R.
TABLE 22
TREND ANALYSIS WITH LINEAR. QUADRATIC AND CUBIC TRENDS 
AND ASSOCIATED MULTIPLE CORRELATIONS AND F VALUES FOR 
INCREMENTAL POLYNOMIAL TREND FOR THE DEPRESSION 
DIMENSION OF THE MAACL-R WITH SIGNIFICANT POLYNOMIAL
TREND EQUATIONS SHOWN
Depression
Degree
Raw Score
R F Significance Levels
Linear .225 5.41 n.s.
Quadratic .253 1.46 n.s.
Cubic .254 0.12 n.s.
Depression Normalized Score
Degree R F Significance Levels
Linear .398 19.05 pc.01
Quadratic .400 0.14 n.s.
Cubic .41 1 1.79 n.s.
Y=73.711 -I3.908X + e,
Only one significant trend was found for the Depression
dimension—the linear trend for the normalized score—so only the
linear equation is shown in Table 22. The negative slope is indicative 
of decreased depression as the sessions ensue. This outcome, in 
terms ol significance, holds only for the normalized scores.
Hypothesis Eleven: There will be no trend effect with regard to 
the Hostility dimension of the MAACL-R.
Table 23 presents results of the trend analysis using linear, 
quadratic, and cubic regression fittings for the Hostility dimension of 
the MAACL-R.
TABLE 23
TREND ANALYSIS WITH LINEAR. QUADRATIC 'ID CUBIC 
TRENDS AND ASSOCIATED MULTIPLE CORRELA1 .-NS AND F 
VALUES FOR INCREMENTAL POLYNOMIAL TREND FOR THE 
HOSTILITY DIMENSION OF THE MAACL-R WITH SIGNIFICANT 
POLYNOMIAL TREND EQUATIONS SHOWN
Hostility Raw Score 
Degree R F Significance Levels
Linear .194 3.97 n.s.
Quadratic .201 .30 n.s.
Cubic .220 .84 n.s.
Hostility Normalized Score
Degree R F Significance Levels
Linear .170 3.03 n.s.
Quadratic .202 1.25 n.s.
Cubic .223 .97 n.s.
No significant polynomial trend was found for the Hostility 
dimension for either the raw score data or the normalized data.
Table 24 presents results of the trend analysis using linear, 
quadratic, and cubic regression fittings for the Positive Affect 
dimension of the MAACL-R.
TABLE 24
TREND ANALYSIS WITH LINEAR, QUADRATIC AND CUBIC 
TRENDS AND ASSOCIATED MULTIPLE CORRELATIONS AND F 
VALUES FOR INCREMENTAL POLYNOMIAL TREND FOR THE 
POSITIVE AFFECT DIMENSION OF THE MAACL-R WITH 
SIGNIFICANT POLYNOMIAL TP"CTD EQUATIONS SHOWN
Hypothesis Twelve: There will be no trend effect with regard to
the Positive Affect dimension of the MAACL-R.
Positive Affect Raw Score 
Degree R F Significance Levels
Linear .145 2.19 n.s.
Quadratic .203 2.12 n.s.
Cubic .207 .15 n.s.
Positive Affect Normalized 
Degree
Score
R F Significance Levels
Linear .244 6.44 n.s.
Quadratic .249 .25 n.s.
Cubic .267 1.00 n.s.
No significant polynomial trend was found for the Positive Affect 
dimension for either the raw score data or the normalized data.
Hypothesis Thirteen: There will be no trend effect with regard
to the Sensation Seeking dimension of the MAACL-R.
Table 25 presents results of the trend analysis using linear, 
quadratic, and cubic regression fittings for the Sensation Seeking 
dimension of the MAACL-R.
TABLE 25
TREND ANALYSIS WITH LINEAR. QUADRATIC AND CUBIC TRENDS AND 
ASSOCIATED MULTIPLE CORRELATIONS AND F VALUES FOR INCREMENTAL 
POLYNOMIAL TREND FOR THE SENSATION SEEKING DIMENSION OF THE 
MAACL-R WITH SIGNIFICANT POLYNOMIAL TREND EQUATIONS SHOWN
Sensation Seeking Raw Score 
Degree R F Significance Levels
Linear .454 25.94 pc. 01
Quadratic .454 .03 n.s.
Cubic ,455 0.22 n.s.
Y=3.462 +.873X + C|
Sensation Seeking Normalised Score
Degree R F Significance Levels
Linear .440 24.37 pc.01
Quadratic .448 .89 n.s.
Cubic .452 .39 n.s.
Y=39.289 +4.830X + e,
Only one significant trend was found for the Sensation Seeking
dimension—the linear trend—so only the linear equation is shown in
Tabic 25. The positive slope is indicative of increased Sensation 
Seeking as the sessions ensue.
Hypothesis Fourteen: There will be no trend effect with regard 
to the Dysphoria dimension of the MAACL-R.
Table 26 presents results of the trend analysis using linear, 
quadratic, and cubic regression fittings for the Dysphoria dimension of 
the MAACL-R.
TABLE 26
TREND ANALYSIS WITH LINEAR. QUADRATIC AND CUBIC TRENDS 
AND ASSOCIATED MULTIPLE CORRELATIONS AND F VALUES FOR 
INCREMENTAL POLYNOMIAL TREND FOR THE DYSPHORIA 
DIMENSION OF THE MAACL-R WITH SIGNIFICANT POLYNOMIAL
TREND EQUATIONS SHOWN
Dysphoria Raw Score 
Degree R F Significance Levels
Linear .360 15.01 pc.Q 1
Quadratic .365 .45 n.s.
Cubic .372 .63 n.s.
Y= 12.134 -2.092X + c i
Dysphoria Normalized 
Degree
Score
R F Significance Levels
Linear .440 24.37 p<.01
Quadratic .448 .89 n.s.
Cubic .452 .39 n.s.
Y-75.038 -5.677X + e i
Only one significant trend was found for the Dysphoria 
dimension—the linear trend—so only the linear equation is shown in 
Table 26. The negative slope is indicative of decreased dysphoria as 
the sessions ensue.
Hypothesis Fifteen: There will be no trend effect with regard to 
the PASS dimension of the MAACL-R.
Table 27 presents results of the trend analysis using linear, 
quadratic, and cubic regression fittings for the PASS dimension of the 
MAACL-R.
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TABLE 27
TREND ANALYSIS WITH LINEAR. QUADRATIC AND CUBIC TRENDS 
AND ASSOCIATED MULTIPLE CORRELATIONS AND F VALUES FOR 
INCREMENTAL POLYNOMIAL TREND FOR THE PASS DIMENSION OF 
THE MAACL-R WITH SIGNIFICANT POLYNOMIAL TREND
EQUATIONS SHOWN
Pass Raw Score 
Degree R F Significance Levels
Linear .277 8.46 p<.01
Quadratic .299 1.40 n.s.
Cubic .303 .22 n.s.
Y=7.499 +1.477X + e,
Pass Normalized Score 
Degree R F Significance Levels
Linear .402 19.51 pc.01
Quadratic .402 .03 n.s.
Cubic .415 1.24 n.s.
Y=32.75 +4.423X + e,
Only one significant trend was found for the PASS dimension— 
the linear trend—so only the linear equation is shown in Table 27. 
The positive slope is indicative of increasing PASS as the sessions
ensue.
CHAPTER VI
SUMMARY AND RECOMMENDATIONS 
SUMMARY
The Purpose
This study sought to determine if a parent training program, 
developed for parents of handicapped children, would increase their 
perceived ability to participate in the special education process. The 
process was drafted with the understanding that parents play a vital 
and integral part, in their child's education. Furthermore, it was 
hypothesized that, parents, armed with confidence rooted in an 
understanding of the process, together with competency gained from 
newly-acquired skills, the level of stress they experience would 
decrease in situations requiring their interaction with special 
education professionals.
The Sample
Fifty parents of handicapped children were selected at random 
from a list of parents known to have handicapped children in school. 
Each parent was approached individually and asked to participate in 
the training program. Twenty-six parents agreed to be a part of the 
experimental group and take the training program. Twenty-four 
parents agreed to be a part of the control group. (The control group 
did not take part in the training program.)
The Method
The experimental group met for three hours one evening per 
week over a period of four consecutive weeks. The first half hour of 
each class consisted of a lecture presentation on various topics
pertaining to the special education process. The last hour and a half 
was used to practice skills learned earlier in the class.
The measurement instruments used in this study were the 
Parent Coping Inventory and the Multiple Affect Adjective Checklist- 
Revised (MAACL-R). Parents in the experimental group completed the 
Parent Coping Inventory and the MAACL-R prior to the first class and 
immediately after the last class. They also completed the MAACL-R 
after the second and third classes.
The control group was mailed the Parent Coping Inventory and 
MAACL-R the same day class began for the experimental group. Both 
instruments were sent in stamped, self-addressed envelopes with 
instructions on how to complete them. Parents who failed to return 
the instruments as requested received a telephone call.
An analysis of covariance was conducted on the Parent Coping 
Inventory that compared the experimental group and the control 
group. IL was adjusted for pre-test differences, as well as post-test 
differences.
An analysis of covariance was also conducted on the MAACL-R 
that compared the experimental group and the control group. Results 
were then adjusted for pre-test differences and looked at post-test 
adjusted differences for each of the seven dimensions on the MAACL- 
R. A polynomial trend analysis was conducted on those same seven 
dimensions over the course of the four-week class in an attempt to see 
if any trend developed.
Salient Findings
1. A significant difference in coping was found between the post-test
scores of the experimental group and the control group on the Parent
Coping Inventory, with the experimental group appearing to cope 
significantly better than the control group.
2. A significant difference in four of seven dimensions was found
between the post-test scores of the experimental group and the
control group on the MAACL-R for both raw and normalized scores.
Those dimensions with significant differences were:
The experimental group showed significantly less Anxiety than 
the control group after the study.
The experimental group showed significantly higher levels of 
Sensation Seeking than the control group after the study.
The experimental group showed significantly less Dysphoria 
than the control group after the study.
The experimental group showed significantly lower PASS scores 
than the control group after the study.
Significant differences in the normalized and raw scores were not
found on the Depression. Hostility, and Positive Affect dimensions of
the MAACL-R.
3. Significant linear trends were found for the following dimensions of
the MAACL-R over the course of the four-week class:
Anxiety, with a negative slope, indicated decreased anxiety after 
each measurement.
Sensation Seeking, with a positive slope, indicated increased 
sensation seeking after each measurement.
Dysphoria, with a negative slope, indicated decreased dysphoria 
after each measurement.
PASS, with a positive slope, indicated increased PASS after each 
measurement.
Significant trends were not found on the Depression, Positive 
Affect, and Hostility dimensions of the MAACL-R.
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Those parents in the experimental group who participated in 
the training program reported an increase in their perceived ability to 
participate in the special education process as measured by the Parent 
Coping Inventory. Those parents in the control group, who did not 
attend the training program, reported no such increase. The 
experimental group also reported less Anxiety and Dysphoria and 
more Sensation Seeking and PASS as measured by the MAACL-R and 
specifically in relation to the special education process.
The findings in this study parallel those found by the 
researchers cited earlier in the review of literature. Similar to the 
combat veterans Janis (1949) studied, who said they needed 
"experience with live ammunition and realistic battle stimuli,” parents 
of handicapped children who engaged in role playing and rehearsal in 
realistic situations reported a higher perceived ability to participate 
and were less stressed by the experience. Similarly, just as the 
surgery patients Schmitt and Woolridge (1973) studied reported less 
anxiety after receiving information about what to expect and how to 
aid in their recuperation, parents in the experimental group reported 
less anxiety and greater coping abilities when provided with 
information about the special education process and how to use that 
information. Tanzer's (1966) subjects felt better, physically and 
emotionally, after taking a course in natural childbirth, just as parents 
in the experimental groups felt more energetic and enthusiastic after 
they took the parent training program.
In analyzing the findings of this study, it should be kept in mind 
that a relatively small sample size was used. Other limitations include 
the fact that the participants were volunteers, and so perhaps were
internally motivated to contribute in a positive fashion, and also that 
the participants were exclusively from rural populations. Whether or 
not generalizations can be made to other populations and segments of 
society is unclear.
The existence of another question must be acknowledged before 
any conclusions can be drawn from this study, and that is whether the 
training program was the cause of the changes noted in and reported 
by the experimental g^oup or whether other factors affected the 
results. Some other possible explanations for the changes might be, 
for instance, the skill of the educator in motivating the parents, or 
simply relief that an educator was interested in helping them.
!t appears, however, the original hypothesis, which states 
preparatory knowledge and skills help reduce stress and contribute to 
a perceived ability to participate, is valid. This is supported by the 
findings of other researchers who have conducted similar studies, and 
is supported by this study. It would therefore stand to reason that 
parent training programs can be an effective means cf teaching 
parents with handicapped children how to cope with stress and how 
to deal with special education professionals.
Public Law 94-142 recognized that parents have the right to be 
included and involved, parents want to be equal partners in the 
educational decision-making process, and parent participation 
significantly improves services to children. In view of the fact that 
parents have not participated as actively as had been predicted when 
the law was drafted, the significance of this study is underscored.
That is, parents who took the training program were inclined toward
greater participation. Further, they felt less stress as they anticipated 
involvement in the special education process.
Recommendations
1. The FACTS parent training program, as an integral part of 
this study, should be considered for use with parents of handicapped 
children who wish to become more involved in the special education 
process. The program should continue to be measured, however, until 
such time as it has been determined that the program itself is the 
deciding factor.
2. Follow-up research should be conducted to determine if the 
acquisition of knowledge of the special education process actually 
increased parental participation.
3. It is suggested that a similar training program would benefit 
all people involved in the special education process of handicapped 
individuals (i.e., regular and special education teachers, 
administrators, social services personnel, human services personnel, 
and others).
4. It is suggested that a similar training program would benefit 
pre-professional people as a part of their format training within their 
core curriculum or program of study.
5. Follow-up research should be conducted on a longitudinal 
basis to determine if gains in coping skills are sustained.
6. The follow-up research should also identify obstacles 
occurring within the school system that were not addressed in the 
FACTS parent training program. The program should then be revised 
and augmented according to the results of this investigation.
APPENDIX A
Parent Coping Inventory
Identification #
PARENT COPING INVENTORY
Circle the response that best represents your viewpoint for each of the 
following statements. Please answer all questions.
PARENT PARTICIPATION
1. I think it is important for me to be a part of the team that makes 
decisions about in my child’s education.
always usually sometimes seldom never
2. I understand the benefits to my child when 1 participate in 
his/her education.
always usually sometimes seldom never
3. 1 feel comfortable in communicating with my child's teachers and 
therapists about his/her education.
always usually sometimes seldom never
4. 1 understand the procedural steps involved in the special 
education process.
always usually sometimes seldom never
5. I have sufficient knowledge to express my views about mv child's 
education.
always usually sometimes seldom never
6. 1 feel confident in my ability to make sure my child's educational 
needs are being met.
always usually sometimes seldom never
7. 1 feel comfortable expressing my views about my child's education 
to other members of his/her educational team.
always usually sometimes seldom never
WRITTEN NOTICE/EDUCATIONAL RECORDS
8. I am familiar with the school s requirements to notify me when 
decisions are being made concerning my child's education.
always usually sometimes seldom never
9. I understand what information should be included in my child's 
permanent records.
always usually sometimes seldom never
10. 1 understand the regulations that pertain to my child's educational 
records
always usually sometimes seldom never
11. I have sufficient knowledge about my child’s educational records 
to monitor their contents.
always usually sometimes seldom never
12. 1 feei confident in requesting any changes 1 think are necessary in 
my child's educational records.
always usually sometimes seldom never
EVAim i l flN. .PROCEDURES
13. I feel the evaluation procedures are an important part of my 
child's education.
always usually sometimes seldom never
14. I understand the steps in the evaluation process for my child,
always usually sometimes seldom never
15. I understand how the evaluation Information will be used in 
planning the education of my child.
always usually sometimes seldom never
16. I think it's Important for me to participate in the evaluation 
procedures for my child.
always usually sometimes seldom never
1 7. I understand the results from my child's evaluations.
always usually sometimes seldom never
18. I feel comfortable in communicating with my child's teachers and 
therapists about his/her evaluation.
always usually sometimes seldom never
19. I have enough knowledge to express my opinions about my child's 
evaluation.
always usually sometimes seldom never
ELIGIBILITY
20. I understand why my child is receiving special education
always usually sometimes seldom never
21. I understand my child's handicapping condition.
always usually sometimes seldom never
22. I understand handicapping conditions other than my child's,
always usually sometimes seldom never
23. 1 feel comfortable discussing my child's handicapping condition 
with others.
always usually sometimes seldom never
INDIVIDUALIZED EDUCATIONAL PROGRAM HEP)/PLACEMENT
24. I understand how the Individualized Educational Program (IEP) 
corresponds with the regular education program in my child's 
education.
always usually sometimes seldom never
25. 1 think it is important for me to participate in the planning of my 
child's IEP.
always usually sometimes seldom never
26. I understand the steps involved in developing my child's IEP.
always usually sometimes seldom never
27. I feel comfortable communicating with my child’s teachers and 
therapists about the planning of his/her IEP.
always usually sometimes seldom never
28. I have enough knowledge to express mv opinion aboui my child's 
IEP.
always usually sometimes seldom never
29. I understand the special education placement options available to 
me to assure my child is placed in the least restrictive 
environment possible.
always usually sometimes seldom never
30. I feel comfortable communicating with my child's teachers and 
therapists about which special education placement would be the 
least restrictive for him/her.
always usually sometimes seldom never
31. I have enough knowledge to express my opinion about my child's 
special education placement to assure it is in the least restrictive 
environment.
always usually sometimes seldom never
DUE PROCESS/MEDIATION
32. I understand the steps I can take if I'm in disagreement with my 
child's educational program.
always usually sometimes seldom never
33. I feel confident that I could follow the necessary steps if I 
disagreed with the educational program of my child.
always usually sometimes seldom never
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